Sir, A one and a half month old boy presented with multiple swellings on the body. He had been born prematurely at 34 weeks, by caesarian section of a mother who had had pregnancy-induced hypertension. There was severe hypoxia at birth and he had a seizure on day one. On day two, he developed unconjugated hyperbilirubinemia, for which he was treated with phototherapy. He also developed thrombocytopenia and was given packed red cells. There was no history of steroid intake. The swellings were noticed 10 days after birth, had gradually increased in size and were bilaterally in the neck, axillae and inguinal area. They ranged from 1.5 to 2 cm and were mobile, firm and non-tender. There was also a 3 cm, firm, tender epigastric swelling. His hemoglobin was 8.5 gm% and a TORCH screening was negative. The clinical diagnosis was generalized lymphadenopathy of unknown cause. A biopsy of the axillary swelling, believed to be a lymph node was performed; this showed adipose tissue containing a lobular panniculitis with foci of fat necrosis. Multiple macrophages, foreign body giant cells and lymphoid cells were present. Many needle-shaped 10.
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crystals in a radial arrangement were seen in the cytoplasm of the macrophages [ Figure 1 ]. The histologic features were those of subcutaneous fat necrosis. Evaluation of serum calcium was advised but the parents chose to get the child discharged and the patient was lost to followup.
Subcutaneous fat necrosis is characterized by rubbery firm, mobile nodules and erythematous violaceous plaques over the trunk, arms, buttocks, thighs and cheeks. These lesions appear in neonates who have had fetal distress. The child is usually afebrile and appears well. Most cases of subcutaneous fat necrosis are self-limiting. [1, 2] Thrombocytopenia is a common association with subcutaneous fat necrosis and anemia, as in our patient, has also been recorded. [1, 3] Neonatal stress due to difficult delivery and hypothermia are believed to be aetiologic factors. [1, 2] Recognition of the condition is important because a small but significant percentage of cases proceed to a hypercalcemia. When associated with hypercalcemia, seizures, failure to thrive, weight loss, irritability, apathy, hypotonia and even mortality can result. [1, 2, 4] Treatment consists of analgesics. Hypercalcemia must be treated aggressively with fluid loading, calcium wasting diuretics and low calcium/ vitamin D diet. Serum Calcium must be monitored for several weeks.
[1,2,4] The differential diagnosis includes erythema nodosum and sclerema neonatorum. [5] These conditions have different morphologies and are unlikely to be misdiagnosed by a pathologist. Erythema nodosum is a septal panniculitis, with little fat necrosis of the lobules and no crystals. Children with sclerema neonatorum are severely ill and though the skin biopsy shows crystals, there is no inflammatory infiltrate or fat necrosis. Poststeroid panniculitis is a condition which is morphologically similar but is preceded Letters to the Editor by cessation of hydro corticosteroid treatment. [5] In our patient, the unusual sites of the nodules led to the clinical suspicion of generalized lymphadenopathy, which is in itself a rare condition in children. Subcutaneous fat necrosis, an uncommon entity, must be kept in the differential diagnosis of multiple cutaneous nodules in premature children.
Clear cell hidradenoma in a young boy Clear cell hidradenoma in a young boy Sir, Clear cell hidradenoma is an uncommon benign tumor differentiating towards sweat glands. These tumors are variable in size with a small tendency to ulcerate and have a low malignant potential.
[1] Usually, these are diagnosed between the fourth and the eighth decade of life, with a peak incidence in the sixth decade.
[2] Women are affected more often than men.
[3] We present the case of a 14-year-old boy with an ulcerated clear cell hidradenoma.
A 14-year-old boy presented with a progressively enlarging nodule on his left shoulder for the past 1 year. There was no preceding history of trauma involving the affected area. Clinical examination revealed a 1.0 × 0.5 cm, firm, nontender, erythematous nodule on the left shoulder with an ulcerated surface [ Figure 1 ]. There was no regional lymphadenopathy. The boy was otherwise in good health.
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The tumor was excised. Histopathological examination revealed a circumscribed nonencapsulated multilobulated tumor centered in the dermis with epidermal connections. The tumor was composed of solid nests of round cells with eosinophilic or clear cytoplasm. There were a few duct-like structures lined by one-layered cuboidal cells [ Figure 2 ] that were suggestive of clear cell hidradenoma. The postoperative course was uneventful as observed during the follow-up after 3 months.
Mayer first described hidradenoma as a distinct clinical entity.
[4] These are benign adnexal neoplasms of uncertain origin. Majority of the investigators consider these neoplasms to be of eccrine origin. However, there are occasional reports supporting an apocrine derivation. Recently, hidradenoma has been classified into two groups; those with eccrine differentiation (poroid hidradenoma) and those exhibiting Letters to the Editor 
